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Page 1

SEPTEMBER 1986
OMB No. 0938-0193

State/Territory: MONTANA

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

The following ambulatory services are provided.

All ambulatory services provided to the categorically needy are provided
to the medically needy.

*Description provided on attachment.

TN No. 8Z—Qé
Supersedes Approval Date 5’"_/244:27 Bffective Date /// 42 7

TN No. $.7-0Y
HCFA ID: 0140P/0102A




:ion: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-B
August 1991 Page 2
'OMB No. 0938-

State/Territory: Montana

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): DI Y DY

1. Inpatient hospital services other than those provided in an
institution for mental diseases.

L£7Provided: [:7No limitations L£7With limitations*
2.a.0utpatient hospital services.
/x/Provided: /_/No limitations /x/With limitations*
b.Rural health clinic services and other ambulatory services
furnished by a rural health clinic which are otherwise covered under the
plan. '

[£7Provided: [:7No limitations LE7With limitations*
c.Federally qualified health center (FQHC) services and other ambulatory
ervices that are covered under the plan and furnished by an FQHC in

~~uordance with section 4231 of the State Medicaid Manual (HCFA-Pub.45-4).
127 Provided: [:7No limitations LE7With limitations*
3. Other laboratory and X-ray services.
: 127 Provided: 1:7 No limitations 1£7With limitations*

4.a.Nursing facility services (other than services in an institution for
mental diseases) for individuals 21 years of age or older.

/x/Provided: [:7No limitations L£7With limitations*

b.Early and periodic screening, diagnostic and treatment services for
individuals under 21 years of age, and treatment of conditions found.*

127 Provided

c.Family planning services and supplies for individuals of
childbearing age.

[E7Provided: [:7No limitations L§7With limitations»*

:’iption provided on attachment.

6. No. __92-03
Supersedes Approval Date 6 &A \3} Effective Date 1/1/92
TN No. 91-15 :

HCFA ID: 798B6E



Revision:  HCFA-PM- 92-7 (MB) ATTACHMENT 3.1-B
October 1992 Page 2a

OMB NO:

State/Territory: MONTANA

AMOUNT, DURATION AND SCOPE OF SERVIGES PROVIDED
MEDICALLY NEEDY GROUP(s): All Medically Needy

5. a. Physicians' services, whether furnished in the office, the
patient's home, a hospital, a nursing facility, or
elsewhere.

Provided With limitations*

b. Medical and surgical services furnished by a dentist (in
accordance with section 1905(a)(5)(B) of the Act).

Provided: No limitations X wWith limitations:

*Description provided on attachment.

TN No. 93-14 —
Supersedes Approval Date 3[1{S |G } Effective Date _ 1-1-93

TN No. 92-03




Revigion: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page 3

OMB No. 0938-0193

State/Territory: Montana

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED

MEDICALLY NEEDY GROUP(S): __All Medically Needy

*Desgcription provided on attachment.

Medical care and any other type of remedial care recognized under State
law, furnished by licensed practitioners within the scope of their
practice as defined by State law.

Podiatrists® Services

LX? Provided: 5:7 No limitations L}V With limitationsx

Optometrists' Services

LX? Provided: / / No limitations L}? With limitations*

Chiropractors’ Services

1:7 Provided: /_ /7 No limitations / ., With limitationsx*

Other Practitioners' Services

LX7 Provided: / / No limitations /X With limitationsx*
Home Health Services

Intermittent or part-time nursing service provided by a home health
agency or by a registered nurse when no home health agency exists in
the area.

£X7 Provided: / / No limitations 137 With limitations*
Home health aide services provided by a home health agency.

LX7 Provided: £:7 No limitations L}F With limitationsx*

Medical supplies, equipment, and appliances suitable for use in the
home.

LX? Provided: / / No limitations L}? With limitations*

Physical therapy, occupational therapy, or speech pathology and
audiology services provided by a home health agen
rehabilitation facility. D £, Eqﬂf%?S_}

127 Provided: / / No limitations LJV With}limitations*
\;)rﬁ-‘gjl

pupupt

HCFA /DPQ-Region VIl

TH No. 3/(10)0¢s _
Supersedes Approval Date _& (/Z 2( i’] Effective Date ¢ /01/87

TN No.

85(10)03
HCFA ID: 0140P/0102A



Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page 4
OMB No. 0938-0193

State/Territory: Montana

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): _All Medically Needy

8. Private duty nursing services.

427 Provided: 1:7 No limitations LX7 With limitationsx*

9. Clinic services.

LX7 Provided: / / 1Mo limitations /X/ With limitationsx

10. Dental services.

LX7 Provided: [/ / No limitations ZX/ With limitations*

11. Physical therapy and related services.

a. Physical therapy.

/X7 Provided: / / Mo limitations /X/ With limitations*

b. Occupational therapy.

LX? Provided: / / No limitations 427 With limitationsx

¢. Services for individuals with speech, hearing, and language disorders
provided by or under supervision of a speech pathologist or audiologist.

LX? Provided: / / No limitations LX? With limitations%

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed by a physician skilled in diseases of the eye or by an

optometrist.

a. Prescribed drugs.

LX7 Provided: /_/ Mo limitations LX? With limi

b. Dentures.

/X7 Provided: / / WNo limitations LX7 With lim gw&ao-‘?egfon Vilj

-%pDescription provided on attachment.

TN No. _8/(10)0{p _
Supersedes Approval Date _2 42 2/5 Effective Date /_/01/87
TN No. _85(10)03 7

HCFA ID: 0140P/0102A



r"‘fo : . . .

Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B

d SEPTEMBER 1986 Page 5
OMB No. 0938-0193

‘ State/Territory: Montana

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): All Medically Needy

c. Prosthetic devices.

_}7 Provided: /_/ No limitations /¥ With limitations*

i d. Eyeglasses.

L}F Provided: / / No limitations /Y With limitationsx*

13. Other diagnostic, screening, preventive, and rehabilitative services,
i.e., other than those provided elsewhere in this plan.

8. Diagnostic services.

_]7 Provided: /_/ No limitations /)Y With limitationsx*

b. Screening services.

_}V Provided: 1:7 No limitations 137 With limitationsx

c. Preventive services.

127 Provided: 1:7 No limitations /X/ With limitationsx

d. Rehabilitative services.

127 Provided: / / No limitations LXT With limitationsx

14, Services for individuals age 65 or older in institutions for mental
digeases. E;g’ﬁhﬁh, 47;‘1

\ ll_k_iLJ

_ | |

/X/ Provided: /[ / No limitations /X/ Wi [(limitation8k7 |

a. Inpatient hospital services.

'77

b. Skilled nursing facility services. HCFA/DPO -Region V||

£X7 Provided: L:7 No limitations LX7 With limitationsx
*Description provided on attachment.

TN No. 87(10)0¢
Supersedes Approval Date 5 /22/5 Effective Date _//01/87

TN No. 85(10)03

HCFA ID: 0140P/0102A



Revision: HCFA-PH-86-20 (BERC) ATTACHMENT 3.1-D
SEPTRMBER 1986 Page 6

OMB No. 0938-0193

suto/‘rorrit&ry: Montana

AMOUNT, DURATION AND SCOPB OF SERVICES PROVIDED
MEDICALLY NREDY GROUP(S):

15. a.

16,

17.

18.

€.

Intermediste care facility services.

{/ Provided: /_/ Mo limitations / / With limitations*
Intermediate care facility services (other than such services in an
institution for mental digsesses) for persons determined in accordsace
with section 1902(a)(31)(a) of the Act, to be in need of such care.
XX/ Provided: 7/ Mo limitations [X/ With limitations®

Including such services in s public institution (or distinct part
thereof) for the mentally retarded or persons with related conditions.

4V Provided: [/ / o limitations £)/ With limjtations®

Inpatient psychiatric facility gervices for individuals under 22 years
of age.

KX Provided: /7 Mo limitations KLY With limitations*

Burse~-midwife services.
/XI Provided: [/ Mo limitations 4V With limitations®

Mospice care (in sccordance with section 1905(0) of the Act).
/XX Provided: [/ o limitations /¥ With limitations®

*Description provided on: attschment.

TH ¥o. 89(10)15 .
Supersedes Approval Date &&&&SQ Effectiva Date _(7/01/89

™ Mo. 37(10)06

HCPA ID: O1AQF/0107A



Revigion: HCFA-PM-24-7 (MB) ATTACEMENT 3.1-B
SEPTEMBER 1994 Page 7

State/Territory: MONTANA

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): A i

'19. case management services and Tuberculosis related services

a. Case management services as defined in, and to the group specified in,
Supplement 1 to ATTACHEMENT 3.1-A (in accordance with section 1905(a)(19)
or section 1915(g) of tke Act). :

X Provided: With limitations*
Not provided.

b. sSpecial tuberculcosis (T35) related services under section 1902(z)(2)(F) of
the Act.

Provided: With limitations*

X  Not provided.

20. Extended services for pregnant wemen.

a. Pregnancy-related and pcstpartum services for a 60-day period after the
pregnancy ends and for any remaining days in the month in which the 60th
day falls.

+ ++

_X Provided: __ Additiocnal coverage

b. Services fcr any other medical conditions that may
complicate pregnancy.

+ ++
_Y Provided: __ Additional coverage __ Not provided.

21. Certified pediatric or family nurse practitioners' services.
_X. Provided: __ No limitations X WwWith limitations®

—. Not provided.

+ Attached is a list of major categories of services (e.g., inpatient
hospital, physician, etc.) and limitations on them, if any, that are
available as pregnancy-related services or services for any other medical
condition that may complicate pregnancy.

++ Attached is a description of increases in covered services- beyond

limitations for all groups described in this attachment and/or any
additional services provided to pregnant women only.

*Description provided on attachment.

TN No. ?5-|2
::perae es Approval Date __ io]osjad Effective Date _ 10/1/94:
No. 92-03. T




Revision: HCFA-PM-87-4 (BERC) ATTACHMENT 3.1-B
MARCH 1987 Page 8
OMB ¥No. 0938-0193

State/Territory: Montana

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

22. Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act).

L:7 Provided: 5:7 No limitations L:7 With limitations®
427 Not provided.
23. Any other medical car; and any other type of remedial care recognized
under State law, specified by the Secretary.
a. Transportation.
LE? Provided: 5:7 No limitations LX? With limitations*
b. Services of Christian Science nurses.
1:7 Provided: 5:7 No limitations 5:7 With limitationsx -
¢. Care and services provided in Christian Science sanitoria.
4:7 Provided: L:7 No limitations L:7 With limitations*

d. Skilled nursing facility services provided for patients under 21 years
of age.

4{7 Provided: 4:7 No limitations 427 With limitations*
e. Emergency hospital services.

X7 Provided: /7 Mo limitations // With limitations*
£f. Personal care services in recipient’s home, prescribed in accordance
with a plan of treatment and furnished by a qualified person under

supervision of a registered nurse.

/X Provided: /_/ Mo limitstions /X with limitationsx

T No. _R7(10)10
Supersedes Approval Date /Vz/aﬁfz Bffective Date _4/1/87
™ No. ______

HCFA ID: 1042P/0016P

JUN 2 9 1087



Revisicr: HCFA-PM-94-9 (MB) - ATTACHMENT 3.1-B
DECEMBER 1994 Page 9
State/Territory: Mot aun o

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

24. Home and Commuqity Care for Functionally Disabled Elderly Individuals, as
defired, described and limited in Supplement 2 to Attachment 3.1-A, and
Appendices A-G to Supplement 2 to Attachment 3.1-A.

Provided x Not Provided

25, Perscnal care services furnished to an individual who is not an inpatient
or resident of a hospital, nursing facility, intermediate care facility for
the mentally retarded, or institution for mental disease that arxe (A)
authorized for the individual by a physician in accordance with a plan of
treatment, (B) provided by an individual who is qualified to provide such
services and who is not a member of the individual’'s family, and (C)
furmished in a home.

Z: Provided: State Approved (Not Physician) Service Plan Allowed
Services Outside the Home Also Allowed
)é, Limitatiocns Described on Attachment
Not provided,
. TN
3. PENE i
Supersedes hpproval Date _[9“/39*/‘7'5 Effective Date 0710//9 3

™ No.

274



